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Skiagrams.-Absence of coccyx and 3rd, 4th, 5th, and ? 2nd sacral segments.
Lumbar spine normal (figs. 1 and 2) .
In 1931, H. L. Rocher and G. Roudl of Bordeaux published six such cases and, with 25 collected from the literature, attempted to classify this condition of sacrococcygeal agenesia. In the first group they put cases of total absence of sacrum and coccyx with gross sphincter disturbances and bilateral club foot. In the second, partial-but considerable-failure of development with sphincter disturbances and sometimes club foot, which symptoms may improve in time. The third group was formed of cases of unilateral failure of development and was occasionally accompanied by nervous symptoms. In the last group were cases of coccygeal aplasia found by chance in skiagrams of this region. It is an interesting coincidence that, despite the rarity of this condition, a similar, though less severe, case without nervous symptoms was seen at the London Hospital a few days after the case here described was diagnosed.
Dr. N. B. CAPON said that he had recently seen a child, aged 1 year and 2 months, who showed symmetrical flaccid weakness, with under-development, of both calves; the kneejerks were present but the ankle-jerks were absent. No superficial trophic changes were found and aniesthesia could not be demonstrated. The coccyx was absent, but the sacrum seemed to be quite normal. She had ha4 a feverish cold and cough about three weeks previously, and again about three days before the hospital visit.
The previous health had been good, except for pertussis at 2i years of age, followed by bronchopneumonia. The family history showed that two near relatives had died of pulmonary tuberculosis. The Mantoux reaction was positive. Only a few scattered rhonchi were found on physical examination.
A skiagram shows round calcified foci of various sizes and densities scattered through both lung fields.
The case is one of considerable interest, in that it exhibits what may be regarded as an intermediate form of hmatogenous spread, between the extremes of the primary focus on the one hand, and miliary tuberculosis of the lungs on the other.
The existence of such forms has long been part of the theoretical teaching on tuberculosis, principally in the German schools. It is supported by many facts, not least of which is the demonstration by Liebermeister [1] of the existence of tuberculous bacillemia without miliary disease. The spread may take place either in the pulmonary or systemic circulations. In the majority of cases there are no clinical symptoms or radiological appearances. In certain cases, however, when the allergic condition of the patient is suitable, the circulatory spread may give rise to clinical and radiological signs. Clinically, the signs may be no more than cough and vague ill-health. Radiologically, various types of lesion are described. They vary from scattered infiltrations of transient nature, which are often exceedingly difficult to recognize, to cavitating hilar lesions which heal spontaneously. Probably the Assmann focus is no more than one of these forms, conditioned by puberty, external superinfection and, probably, other factors. The present case is, I think, best explained on the grounds that circulating bacilli have settled in the lung tissues, and begun to set up destructive caseous lesions, and then, presumably on account of the arrival of conditions favourable to resistance, have been hemmed in and finally subdued by the patient's rising immunity.
This particular condition is by no means common. I have been unable to trace more than a few cases in the literature. The classical descriptiopn is by Burkart [2] .
He describes the autopsy findings of six such cases, all in adults who had died of unconnected conditions. Three other cases are described by Edel [3] . Stivelman [4] reports one case, Opie and Anderson [5] five cases, Baer [6] one case, and Blaine [7] three cases.
With regard to prognosis, the condition can only be regarded as stable if the source of the bacilli-that is, the glands of the primary lesion-becomes quiescent. While this focus rema-ins active, it is clear that the blood-spread is held in check or favouredi by the condition of the patient's immunity.
